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Direct-acting antivirals (DAAs) are associated with 
remarkable efficiency and safety profiles; however, 
their effect on erectile function remains insufficiently 
studied. This study included 200 male patients with 
chronic hepatitis C virus (HCV) infection divided into 
groups A and B and 100 healthy controls. Group A 
received sofosbuvir (SOF) 400 mg/ledipasvir 90 mg 
(Harvoni), whereas group B received SOF 400 mg/
daclatasvir 60 mg for 3 months. The Arabic version 
of the five-item International Index of Erectile Func-
tion-5 (IIEF-5) questionnaire was used to assess erec-
tile function before and after completion of therapy 
and 3 months after. Erectile dysfunction (ED) was 
present in 74.5% of the patients and 14% of the con-

SUMMARY

trols. Immediately after treatment, group B (22.5±2.6) 
had a significantly higher mean IIEF-5 score than 
did group A (17.3±3.3) (p<0.001). Three months after 
treatment, all groups had no significant differences 
in mean IIEF-5 scores (group A: 23.1±1.9, group B: 
23.3±1.9, controls: 23.7±2.3); however, free testoster-
one (FT) levels were significantly higher compared 
with pre-treatment. Both treatment regimens were 
associated with the improvement of erectile function 
and sex hormonal milieu. SOF/daclatasvir was asso-
ciated with earlier improvement of erectile function 
compared with SOF/ledipasvir.
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n INTRODUCTION

Hepatitis C virus (HCV) infection is an im-
portant public healthcare concern, with 

more than 170 million reported cases globally [1]. 
Egypt is known to have the highest HCV prev-
alence worldwide, with more than 14.7% of the 
Egyptian adults having been exposed to the virus 
[2]. Meanwhile, cirrhosis is considered the end 
result of an ongoing inflammatory and fibrotic 
process induced by HCV. Treatment regimens tra-
ditionally included several interferon (IFN)-based 

combinations. Later on, IFN-free regimens gained 
popularity by combining different classes of di-
rect-acting antivirals (DAAs), which were associ-
ated with a greater sustained viral response and 
remarkable safety profiles [3, 4].
The discovery of DAAs is considered a break-
through in the management of chronic HCV in-
fection. These agents target several viral proteins, 
such as NS3/4A protease and NS5B polymerase. 
Sofosbuvir (SOF) is currently considered a main-
stay in the treatment of HCV genotype 4, the gen-
otype with the highest prevalence in Egypt. It is 
also considered a pangenotypic agent in combi-
nation with other DAAs. When combined with 
ledipasvir (SOF/LDP), it interferes with HCV 
replication by inhibiting the HCV nonstructural 
proteins NS5A and NS5B. On the other hand, da-
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clatasvir inhibits the HCV nonstructural protein 
NS5A [5, 6]. Among patients treated with interfer-
on-free DAA regimens, it was reported that about 
96.8% achieved sustained viral response (SVR) 
and 3.2% were no SVR. High sustained viral re-
sponse (SVR) rates 95.1% with SOF + DAC and 
99% with SOF/LDP were reported among Egyp-
tian patients [8, 9].
Sexual dysfunction is commonly associated with 
hepatitis C virus infection. The negative impact of 
HCV infection on sexual function is associated with 
a poor quality of life (QoL) [10]. Sexual dysfunction 
was observed to be an infrequent side effect of pe-
gylated interferon and ribavirin therapy [11].
The literature suggests that DAA can improve erec-
tile function in patients with HCV [12]. The effect 
of DAA therapy on sexual function of male HCV 
infected patients is not well-studied in literature.
Our study aimed to compare the effects of using 
SOF/daclatasvir and SOF/ledipasvir in the treat-
ment of erectile function induced by chronic HCV 
infection in Egyptian patients.

n PATIENTS AND METHODS

The study protocol was in accordance with the 
ethical guidelines of the 1975 Declaration of Hel-
sinki and was approved by the ethics committee 
of our institution. Informed consent was signed 
by all participants. The patients and controls were 
recruited from the outpatient clinics of the Tropi-
cal Medicine and Dermatology Departments.
A total of 200 treatment-naïve male patients with 
chronic HCV infection, diagnosed by HCV an-
tibodies and circulating HCV-RNA detected by 
PCR, and 100 healthy HCV antibody negative, 
HBV antigen negative, married, sexually active 
control subjects were included in this study. Pa-
tients with clinical or laboratory markers of ad-
vanced hepatic disease were excluded. We also 
excluded patients with organic erectile dysfunc-
tion (ED) or other risk factors for ED, such as dia-
betes mellitus, hypertension, and other causes of 
hepatitis; patients undergoing pelvic surgery; and 
patients with renal, malignant, endocrinal, neuro-
logical, and hematological disorders. We used the 
validated Arabic version of the Hospital Anxiety 
and Depression Scale to exclude subjects with de-
pression [13].
The patients were randomly allocated into groups 
A and B, treated with SOF 400 mg/ledipasvir 90 

mg (Harvoni) and SOF 400 mg/daclatasvir 60 
mg, respectively, for 3 months. Guided by PCR 
findings, the patients were followed up to con-
firm virologic cure, defined as having undetect-
able HCV-RNA by PCR COBAS® TaqMan® HCV 
Test (Roche) in serum.
Thorough history-taking and careful general and 
genital local clinical examinations were conducted 
before and after DAA therapy. The validated Ar-
abic version of the International Index of Erectile 
Function-5 questionnaire (IIEF-5) was adminis-
tered to all patients before and after completion of 
therapy and 3 months after cessation of therapy 
[14]. Baseline IIEF-5 questionnaires were also com-
pared with a similar number of matched healthy 
control subjects. The IIEF-5 scale assesses the ability 
to maintain erection, the frequency of maintaining 
erection, erection confidence, the degree of erection 
firmness, and overall satisfaction with intercourse, 
with total scores ranging from 5 to 25. Scores of 
22–25 indicate the absence of ED, whereas scores of 
5-7, 8-11, 12-16, and 17-21 suggest severe, moder-
ate, mild-moderate, and mild ED, respectively [15].
Fasting venous blood samples were withdrawn 
from the subjects to evaluate fasting blood sugar, 
serum albumin, liver function tests, renal func-
tion tests, serum bilirubin, serum prolactin, and 
international normalized ratio (INR). Blood sam-
ples were centrifuged at 3000 rpm for 15 min, and 
the obtained serum was frozen at -80°C until the 
hormonal assay. Serum total testosterone (TT) 
and sex hormone-binding globulin (SHBG) levels 
were evaluated via chemiluminescent immuno-
assay (Beckman Coulter Inc.©). Free testosterone 
(FT) serum levels were calculated using the Ver-
meulen formula [16].

Statistical analysis of the data
Data analyses were performed using the IBM 
SPSS software package version 20.0. (IBM Corp., 
Armonk, NY, USA). The Kolmogorov–Smirnov 
test was used to check the normality of distri-
bution of variables. A Chi-square test (Fisher or 
Monte Carlo) was used to compare groups of 
qualitative data. For normal quantitative data, 
Student’s t-test was used to make comparisons 
between two groups. ANOVA was used to make 
comparisons between three groups, followed by 
Tukey’s post hoc test for pairwise comparisons. 
For comparisons between more than two time 
periods, a repeated measures ANOVA was used, 
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followed by Bonferroni-adjusted post hoc test for 
pairwise comparisons. For abnormally distribut-
ed quantitative variables, the Friedman test was 
used. Statistical significance was set at 5%.

n RESULTS

Characteristics of the studied groups
Patients had an age range of 30-45 years in group 
A and 29-47 years in group B. Serum total biliru-
bin was elevated in most of the patients (68% and 
80% in groups A and B, respectively). About 75% 

of the subjects in both patient groups had normal 
serum albumin levels. INR was normal in 64% of 
patients in group A and in more than 50% of pa-
tients in group B. Renal function, as assessed by 
serum creatinine and urea, was normal in near-
ly all patients. All patients had normal TT levels. 
FT levels were not significantly different between 
the two groups. Serum prolactin was also normal 
in 85% and 90% of the patients in groups A and 
B, respectively. Sex hormone binding globulin 
(SHBG) was elevated in all patients in groups A 
and B (Table 1). Table 1 summarizes the laborato-

Table 1 - Laboratory characteristics of the studied groups.

Group A (n = 100) Group B (n = 100) p

Age (years)
Mean±SD 37.2±4.2 38.2±4.7 0.092a

ALT (U/L)
Normal (≤41)
Elevated (>41)

63 (63%)
37 (37%)

73 (73%)
27 (27%)

0.130b

AST (U/L)
Normal (≤40)
Elevated (>40)

87 (87%)
13 (13%)

77 (77%)
23 (23%)

0.066b

Serum total bilirubin (mg/dL)
Normal (≤1)
Elevated (>1)

32 (32%)
68 (68%)

20 (20%)
80 (80%)

0.053b

Serum albumin (mg/dL)
Normal (3.5-5.4)
Elevated

75 (75%)
25 (25%)

72 (72%)
28 (28%)

0.631b

INR
Normal (0.8-1.2)
Elevated

36 (36%)
64 (64%)

49 (49%)
51 (51%)

0.063b

Serum creatinine (mg/dL)
Normal (0.7-1.2)
Elevated

90 (90%)
10 (10%)

96 (96%)
4 (4%)

0.096b

Urea (mg/dL)
Normal (10-50)
Elevated

98 (98%)
2 (2%)

100 (100%)
0 (0%)

 
0.497c

TT (nmol/L)
Normal 
Diminished (<10.4 nmol/L)

100 (100%)
0 (0%)

100 (100%)
0 (0%)

–

SHBG (nmol/L)
Mean±SD 74.93±11.19 72.8±11.33 0.315a

FT (nmol/L)
Normal
Low (<0.1735 nmol/L)

50%
50%

47%
53%

0.32c

Serum prolactin  
(ng/mL)

Normal (4.04-15.2)
Elevated

85 (85%)
15 (15%)

90 (90%)
10 (10%)

0.285b

aStudent’s t-test; bChi-square test; cFisher’s Exact test; p: p-value of comparisons between the studied groups
*: Statistically significant (p ≤0.05); Group A: SOF/ledipasvir group Group B: SOF/daclatasvir group.
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ry findings of the two studied groups. All subjects 
were negative for HIV and HBV. The HCV gen-
otype was type 4 (HCV-4) which is the predom-
inant genotype in Egypt. All patients were classi-
fied as Child-Pugh stage A-B, with mild degree of 
fibrosis index and elastography ranged from 8-9.2 
KPascale using Fibroscan. The age of the control 
subjects ranged from 29-47 years. Total testoster-
one, free testosterone and SHBG were normal in 
100% of the control subjects. 

Comparison of baseline International index of erectile 
function-5 (IIEF-5) scores between patients and 
controls
The prevalence of ED was 74.5% in the patient 
groups and 14% among controls. About 45% and 
33% of the patients in groups A and B, respective-
ly, had mild-moderate ED, whereas 86% of the 
control subjects reported normal erectile function 
(p <0.001). The mean IIEF-5 scores of group A, 

group B, and controls were 17.1±3.4, 18.2±3.4, and 
23.7±2.3, respectively (Table 2).

Comparison of International index of erectile 
function-5 (IIEF-5) scores between patients  
and controls at the end of treatment
At the end of treatment, mean IIEF-5 score was 
significantly higher in group B (22.5±2.6) and 
in controls (23.7±2.3) compared with group A 
(17.3±3.3) (p<0.001) (Table 3). Group B and con-
trols showed no significant difference in mean 
IIEF-5 score (p=0.038) (Table 3).

Comparison of International index of erectile 
function-5 (IIEF-5) scores between patients  
and controls 3 months after end of therapy
Three months after the end of therapy, there were 
no significant differences in mean IIEF-5 scores 
among all groups (group A: 23.1±1.9, group B: 
23.3±1.9, controls: 23.7±2.3) (Table 4).

Table 2 - Comparison of IIEF-5 scores before treatment.

Before treatment Group A (n = 100) Group B (n = 100) Control (n = 100)

Severity of ED
Normal
Mild
Mild-moderate
Moderate
Severe

20 (20%)
31 (31%)
45 (45%)
4 (4%)
0 (0%)

31 (31%)
38 (38%)
31 (31%)
0 (0%)
0 (0%)

86 (86%)
14 (14%)
0 (0%)
0 (0%)
0 (0%)

Total IIEF-5 score
Mean±SD 17.1±3.4 (19–22) 18.2±3.4 (12–23) 23.7±2.3 (18–25)

F (p)  <0.001*
p1=0.029*, p2<0.001*, p3<0.001*

F: F for ANOVA test; pairwise comparisons between groups were conducted using Tukey’s post hoc test; p: p-value of comparisons between the 
studied groups; p1: p-value of comparisons between group A and group B; p2: p-value of comparisons between group A and control; p3: p-value of 
comparisons between group B and control; *: Statistically significant (p≤0.05); Group A: SOF/ledipasvir group Group B: SOF/daclatasvir group.

Table 3 - Comparison of IIEF-5 scores at the end of treatment in the three groups.

After treatment Group A (n = 100) Group B (n = 100) Control (n = 100)

Severity of ED
Normal
Mild
Mild-moderate
Moderate
Severe

20 (20%)
35 (35%)
41 (41%)
4 (4%)
0 (0%)

71 (71%)
27 (27%)
2 (2%)
0 (0%)
0 (0%)

86 (86%)
14 (14%)
0 (0%)
0 (0%)
0 (0%)

Total IIEF-5 score
Mean±SD 17.3±3.3 (10-22) 22.5±2.6 (15-25) 23.7±2.3 (18-25)

F (p) <0.001*
p1<0.001*, p2<0.001*, p3 0.038*

F: F for ANOVA test; pairwise comparisons between groups were conducted using Tukey’s post hoc test; p: p-value of comparisons between the 
studied groups; p1: p-value of comparisons between group A and group B; p2: p-value of comparisons between group A and control; p3: p-value of 
comparisons between group B and control; *: Statistically significant (p≤0.05); Group A: SOF/ledipasvir group Group B: SOF/daclatasvir group.
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Comparison of International index of erectile 
function-5 (IIEF-5) scores before and after treatment 
in each patient group
Group B had significantly higher post-treatment 
mean IIEF-5 scores (22.5±2.6) than pre-treatment 
scores (18.2±3.4). Moreover, the mean IIEF-5 scores 
3 months after the end of treatment (23.3±1.9) was 
significantly higher than the post-treatment score 
(p <0.001). Group A, however, had no signifi-
cant differences between posttreatment (17.3±3.3) 
and pre-treatment (17.1±3.4) mean IIEF-5 scores. 

However, their mean IIEF-5 score 3 months after 
the end of therapy were significantly higher than 
their post-treatment score (p<0.001) (Table 5).

Sex hormone-binding globulin (SHBG),  
serum total testosterone (TT), and free testosterone 
(FT) in both patient groups
Compared with the pre-treatment values, SHBG 
significantly decreased after treatment in groups 
A (from 74.93±11.19 to 63.4±11.9 nmol/L, p=0.001) 
and B (from 72.8±11.33 to 66.14±9.8 nmol/L, 

Table 4 - Comparison of IIEF-5 scores 3 months after the end of treatment in the three groups.

After 3 months of treatment Group A (n = 100) Group B (n = 100) Control (n = 100)

Severity of ED
Normal
Mild
Mild–moderate
Moderate
Severe

79 (79%)
21 (21%)
0 (0%)
0 (0%)
0 (0%)

86 (86%)
13 (13%)
1 (1.0%)
0 (0%)
0 (0%)

86 (86%)
14 (14%)
0 (0%)
0 (0%)
0 (0%)

Total IIEF-5 score 
Mean±SD 23.1±1.9 (17-25) 23.3±1.9 (16-25) 23.7±2.3 (18-25)

F(p) 0.220
p1>0.05, p2>0.05, p3>0.05

F: F for ANOVA test; pairwise comparisons between groups were conducted using Tukey’s post hoc test; p: p-value of comparisons between the 
studied groups; p1: p-value of comparisons between group A and group B; p2: p-value of comparisons between group A and control; p3: p-value of 
comparisons between group B and control; *: Statistically significant (p≤0.05); Group A: SOF/ledipasvir group Group B: SOF/daclatasvir group.

Table 5 - Comparison of IIEF-5 scores between the three studied groups during different treatment periods.

Group A (n = 100) Group B (n = 100)
Control  

(n = 100)Before 
 treatment

After  
treatment

After 3 
months

Before 
 treatment

After  
treatment

After 3 
months

Severity of ED
Normal
Mild
Mild-moderate
Moderate
Severe

20 (20%)
31 (31%)
45 (45%)
4 (4%)
0 (0%)

20 (20%)
35 (35%)
41 (41%)
4 (4%)
0 (0%)

79 (79%)
21 (21%)
0 (0%)
0 (0%)
0 (0%)

31 (31%)
38 (38%)
31 (31%)
0 (0%)
0 (0%)

71 (71%)
27 (27%)
2 (2%)
0 (0%)
0 (0%)

86 (86%)
13 (13%)
1 (1.0%)
0 (0%)
0 (0%)

86 (86%)
14 (14%)
0 (0%)
0 (0%)
0 (0%)

Fr (p) <0.001* <0.001*

χ2p p<0.001*a p<0.001*a p=0.300b p<0.001*a p=0.128a p=1.000b

Total IIEF-5 score
Mean±SD

17.1±3.4
 (9-22)

17.3±3.3
(10-22)

23.1±1.9
(17-25)

18.2±3.4
(12-23)

22.5±2.6
(15-25)

23.3±1.9
(16-25)

23.7±2.3
(18-25)

F (p)

Significance  
at different periods

p1=0.284, p2<0.001*, p3<0.001* p1<0.001*, p2<0.001*, p3<0.001*

tp <0.001* <0.001* 0.092 <0.001* <0.001* 0.235

Fr: Friedman test; b: Chi-square test; a: Monte Carlo; F: F test (ANOVA) with repeated measures; statistical significance between periods was as-
sessed using Bonferroni-adjusted post hoc test; p: p-value of comparisons between the different periods; p1: p-value of comparisons between before 
and after treatment; p2: p-value of comparisons between before and after 3 months of treatment; p3: p-value of comparisons between after and after 
3 months of treatment; χ2p: p-value of comparing controls and all other groups; tp: p-value of Student’s t-test for comparing controls and all other 
groups; *: Statistically significant (p≤0.05); Group A: SOF/ledipasvir group Group B: SOF/daclatasvir group.
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p=0.0002). TT levels significantly decreased af-
ter treatment in groups A (from 16.075±1.94 
to 12.53±1.63 nmol/L, p=0.003) and B (from 
16.51±2.47 to 12.68±1.9 nmol/L, p=0.01). In 
groups A and B, the FT levels at the end of treat-
ment (0.17±0.05 and 0.18±0.04 nmol/L) were 
not significantly different compared with the 
pre-treatment values (0.16±0.05 and 0.17±0.04 
nmol/L) (p=0.50 and p=0.417). However, the per-
centage of patients with low FT was significantly 
higher in group A than in group B (p=0.006).
The SHBG levels 3 months after cessation of ther-
apy were significantly lower than the pre-treat-
ment values in groups A (48.2±3.6 nmol/L) 
and B (48.4±4.5 nmol/L) (p<0.001). In groups 
A and B, the FT levels were significantly higher 
(0.19±0.06 and 0.18±0.05 nmol/L) compared with 
the pre-treatment values (0.16±0.05 and 0.17±0.04 
nmol/L) (p=0.04 and p=0.02). The percentage of 
patients with low FT was not significantly differ-
ent between groups A and B (p=0.09).

Relation of International index of erectile function-5 
(IIEF-5) scores to age in the patient groups before  
and after treatment
There was no significant relationship between 
age and IIEF-5 score before and after treatment in 
groups A (p=0.178 and p=0.114) and B (p=0.901 
and p=0.985).

n DISCUSSION

Sexual dysfunction is commonly encountered in 
the setting of HCV infection. Chronic HCV infec-
tion is known to affect male sexual function even 
before the development of cirrhosis. This may be 
explained by the fact that the nonstructural pro-
teins of HCV induce a state of systemic inflamma-
tion and subsequent oxidative stress in the penile 
endothelium. Furthermore, psychological factors 
or the associated extrahepatic diseases may also 
contribute to pre-cirrhotic male sexual function 
impairment [12].
Progression to cirrhosis is associated with in-
creased serum estradiol levels and a lower total 
plasma testosterone due to reduced production 
by atrophic testes with increased estrogen: testos-
terone ratios [28]. Additionally, the SHBG level 
is elevated, which decreases the amount of bio-
logically active circulating peripheral androgens. 
Portal hypertension further can lead to hypere-

strogenism, resulting in feminization as well as 
suppression of hypothalamic/pituitary secretion 
of GnRH/ gonadotropins. Cirrhosis is also as-
sociated with elevated prolactin levels that sup-
press hypothalamic and pituitary production of 
GnRH/ gonadotropins [17]. It was also observed 
that sexual dysfunction was reported in patients 
following pegylated interferon and ribavirin ther-
apy. It was suggested that interferon may have a 
direct impact on the gonads decreasing testoster-
one production or an indirect psychological influ-
ence inducing the partial impairment of sexual 
desire and satisfaction [11]. 
Modern therapy with DAAs is associated with 
high SVR rates [18]. It has been reported that pa-
tients achieving SVR-12 experience improvement 
of sexual function and satisfaction. The reduction 
of SHBG and increased bioavailable testosterone 
(BioT) in patients with HCV achieving SVR-12 
after the DAA therapy enhances the androgenic 
action which is detrimental for male sexual func-
tion [19].
Our patients with chronic HCV infection had 
lower IIEF-5 scores compared with healthy con-
trols. This supports the fact that HCV infection 
can negatively impact erectile function. A study 
has reported a similarly high prevalence of sexual 
dysfunction in patients with chronic HCV com-
pared with healthy controls and attributed these 
to multiple factors, including depressive symp-
toms and antidepressant use [20].
It was previously proposed that IFN-RBV therapy 
associated with sexual impairment could be sec-
ondary to depression, decreased testicular testos-
terone production, or viral effects on the patho-
physiologic mechanism of erection [11]. Recent 
studies have suggested that therapy with new 
DAAs is associated with improvement of male 
sexual function [12, 21]. However, it has also been 
reported that sexual dysfunction could be an un-
recognized side effect of SOF/ledipasvir [22].
Improvement of erectile function has been re-
ported in patients after 12 weeks of DAA therapy 
[12]. Another study observed significant improve-
ments in erectile function, orgasm, desire, inter-
course, and overall satisfaction as reported by 
patients receiving SOF 400 mg, daclatasvir 60 mg, 
and RBV 200 mg [21]. The pathogenesis of sexu-
al dysfunction in male patients with HCV can be 
caused by a combination of several factors, includ-
ing hormonal changes, psychological factors, and 
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medications [23]. A decline in serum testosterone 
has been reported in patients with early hepatic 
cirrhosis; however, this is reversed in advanced 
cirrhosis [24, 25]. An increased serum level of pro-
lactin has also been associated [26]. Serum SHBG 
elevation and subsequent bioactive testosterone 
reduction in patients with HCV have been report-
ed. SHBG has a high affinity with and binds to 
testosterone, thereby affecting the amount of ac-
tive testosterone available in target tissues [27]. 
Moreover, about 80% of circulating testosterone 
is bound to SHBG. Therefore, serum SHBG lev-
el is inversely related to bioavailable testosterone 
[28]. SHBG is elevated in patients with hepatitis, 
which correlates with liver condition [29]. It has 
been proposed that the SHBG level will decrease 
upon the restoration of liver function after DAA 
therapy, thus increasing testosterone bioavailabil-
ity and thereby improving sexual function [21].
We reported that TT and SHBG significantly de-
creased at the end of treatment in both treatment 
groups. This likely reflects the decline in SHBG 
with HCV clearance. TT levels in HCV are consid-
ered to be a reflection of SHBG levels, with higher 
SHBG leading to higher serum TT levels, regard-
less of true gonadal status [30].
We observed that treatment with SOF+DAC was 
associated with better erectile function compared 
to SOF/LDP at the end of treatment. Erectile 
function in patients receiving SOF+DAC was not 
different from healthy controls at the end of ther-
apy. This could be because patients in the SOF/
LDP treatment group had a higher percentage of 
normal FT at end of treatment compared with pa-
tients in the SOF/LDP treatment group.
Erectile function in both treatment groups im-
proved at 3 months after cessation of treatment 
compared with that at the end of treatment. This 
could be a result of the observed significant in-
crease in FT levels in both treatment groups. This 
increase in FT levels following HCV clearance is 
most likely due to the improvement of hepatic 
testosterone metabolism following recovery [30].
Age reportedly had a negative impact on IIEF-5 
scores in patients receiving DAA [12]. However, 
we reported no relation between IIEF-5 scores 
and age after treatment. This might be due to the 
relatively younger patient population recruited in 
our study.
Erectile function significantly improved at the end 
of treatment in patients receiving SOF+DAC. This 

contrasts with patients receiving SOF/LDP, who 
had no significant improvement. Erectile function 
in both treatment groups was not significantly 
different from healthy controls 3 months after the 
end of therapy. We suggest that SOF+DAC is as-
sociated with the earlier improvement of erectile 
function compared with SOF/LDP. However, this 
study is limited because it recruited patients suf-
fering from mild cirrhotic changes or no cirrhosis 
only. In conclusion, SOF+DAC may be preferred 
over SOF/LDP in patients with chronic HCV with 
ED or with predisposing factors for ED.
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